Introduction
In all countries of the world, there are changes that require a redesign of health care to respond more effectively to new and more complex needs such as demographic transition, epidemiological transition, the evolution of technology and the increase in social expectations regarding health and vital well-being.
These and many other changes require health responses, particularly demanding an organized and strong PHC (1) .
In Brazil, PHC is organized in different ways, and from the mid-1990s it was carried out predominantly in the form of the Family Health Strategy (FHS). This strategy was designed incorporating the knowledge generated in international experiences of health systems based on primary health care and on the proposals defined in the Alma Ata Conference, with the principles of universal access, continuous, comprehensive and coordinated care aimed at the communities and their social context (2) . Its main objectives were to structure and consolidate the principles of the Brazilian Unified Health System -SUS, reorient the centrality of care practice towards the family in its physical and social environment and expand the network of services of that level of care.
With the implementation, expansion and strengthening of PHC in the Americas and, particularly, in Brazil, the production of knowledge that allows assessing the quality of primary care provided to the population -especially with regard to characteristics of the structure, care process, and health outcomes -is essential (2) . There are concepts, instruments, and measures to assess the quality of the services (1) .
In this study, we used the concept of primary health according to Starfield (3) , which is based mainly on the technological dimension, listing the particular qualities of PHC, the so-called essential and derivative 
Methodology
This was an evaluation research (4) , with a quantitative approach, with cross-sectional design (5) coming from the doctoral thesis "Evaluation of Attributes (6) . This number was divided proportionally among the participating cities and FHS units. 
Results
The demographic, social, and economic characteristics of the eleven municipalities participating in the research are shown in Table 1 . Result of comparisons of scores between the three groups of study participants is shown in Table 2 . Access -Accessibility, Essential Score, and General Score.
Discussion
In the cities where the survey was conducted, FHS prevails as a form of organization of primary health care. Considering the social and economic conditions in the region, the political decision of strengthening the PHC meets the need for financial sustainability and the principles of universal access and equity.
Nevertheless, in some municipalities, implementation of the FHS was not effectively integrated into the existing traditional primary care structure. In the data collection period, we observed concomitance PHC models and their dysfunctions. In municipality 1, most of the FHS units had no vaccine area, a part of the FHS teams had weekly pediatrician care and, the other part, had in its territory traditional BHUs linked to a medical school, which provided the population with daily service. In municipalities 4, 6, and 7 there was weekly pediatric service in the so-called "polyclinics", places in which there were also the only vaccine rooms in the municipality, thus directing the opportunities of approach to child and family out of the FHS unit. In municipality 8, the only basic unit with FHS had no medical professional, and the emergency room was the other option of service in the city, the one that was indicated by most participants.
The authors believe that these arrangements described contribute to the high percentage of clients residing in areas of FHS that indicated other services, especially in child health care. In assessments that used the same methodology, the percentage of responsible adults indicating the FHS as the main source of care for children aged 0-2 years was above 75% (8, 9) .
Regarding this concurrence, we consider that although the superior quality of care given by the FHS compared to traditional primary care is proven (10) , or for new health needs (10) (11) (12) .
The three groups interviewed gave low mean values for First Contact Access -Accessibility, which also occurred in other studies (10) (11) (12) . This result is highlighted, because this means not just dissatisfaction of the clients with the service, since the professionals also gave a low rating; it means that the introduction of family health did not necessarily result in an improvement of access, making the FHS stray from the health care model reorientation recommended in the official discourse (12) .
Analysis of the items that compose this attribute showed medical record system to gather information and share it between municipalities.
The dimension Coordination -Information Systems, which concerned mainly the existence and availability of medical records had highscore assessments by professionals and adults responsible for children aged 0-2 years. The evaluation revealed that, although the professional makes the records available, clients report more often that they cannot peruse it, in accordance with a result known in another study (14) . smoking; counseling/treatment of mental health, as also occurred in other studies (9, (14) (15) (16) (17) . PHC professionals have the responsibility to deal with clients having a variety of sufferings, currently having -in the Unified Health System -insufficient structure to offer responses to situations that permeate the health-disease process (16) .
In Comprehensiveness -Services Rendered, once again low scores were given by clients and high scores were given by professionals. Here, it was evident that the units participating in the study have no counseling on prevention of falls and household accidents, of accidents with firearms and intoxicating substances, and on prevention of burns.
The understanding of comprehensiveness should occur from different aspects, not mutually exclusive, focusing primarily on prevention and health promotion activities, with no compromise of assistance services (15) .
In the studied region, educational and counseling actions, aimed at disease prevention and health promotion, are still incipient, revealing the maintenance of the care model centered on curative practices (16) .
For the attributes Family Counseling and Community
Counseling, the mean scores of clients were below the reference values, while those of the professionals were above the reference values. Evaluation of managers and professionals regarding the services is always higher and better than that of the client and, specifically, the family focus and community counseling achieve high ratings by professionals and the greatest divergences in relation to the clients' opinions (10) (11) (12) 18) . (10) .
Regarding the attribute Family Counseling, criticism is due to the PCATool instrument, which assessed in a reductionist manner, oriented to disease and curative practices, since its approach does not address the fundamental features that confer identity to the FHS.
Importantly, we emphasize the importance of permanent education strategies that lead the professionals to identify the importance of sensitization and learning about the family approach and the comprehensive care in their daily work, given the assessments of this attribute and its importance in the FHS.
Conclusion
The 
